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Y 00C | Initial Comments Y 000
Al Poe
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The findings and conclusions of any investigation
by the Health Division shall not be construed as
prohibiting any criminal or civil investigations, <

actions or other claims for relief that may be g

availabie to any party under applicable federal, '

state, or local laws. T f L'j f
This Statement of Deficiencies was generated as / ’

a result of an annual State Licensure survey
conducted at your facility on 4/28/09. This State
Licensure survey was conducted by the authority
of NRS 449.150, Powers of the Health Division.

The facility was licensed for nine Residential
Facility for Group beds for elderly and disabled
and or persons with chronic ilinesses, four
Category | and five Category |l residents. The
census at the time of the survey was eight. Eight
resident files were reviewed and three employee
files were reviewed. One discharged resident file
was reviewed. The facility received a grade of C.

The following deficiencies were identified:

Y693

Y 693| 449.2712(2) Oxygen-Caregiver monitor resident | Yeea |4 The oelly Aot m“b
ss=F | ability Leewnea Fhe Hhaw [anka

O¥Ygen in the Garage

NAC 449.2712 Pﬂ:wichry A RACK .
2. The caregivers employed by a residential Noffred The Ovygen Compan
Lax?;gtgnv\graﬁ: resident who requires the use of Pf‘o v‘; der FOR PICK. UP b
(a) Monitor the ability of the resident to operate Codly The # T102- ©43- 785K
the equipment in accordance with the orders of a Sf@ Sery Medical Eguipment
P, oil also provide uf o

(1) The resident's physician evaluates Rac;k.-ﬁw_u E fanik -
periodically the condition of the resident which
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Y 603 | Continued From Page 1 Y693 |[Y6eq93 o .
. B.The Faully wul make
necessitates his use of oxygen,; Lo ool e
(2) Signs which prohibit smoking and notify . ) “ene
persons that oxygen is in use are posted in areas T S T e ‘@3 keep 1Y
of the facility in which oxygen is in use or is being the Rack avarlale, ol anp
stored; . - .
(3) Persons do not smoke in those areas Twme. . The c‘”'-ﬁ%wv oL
where smoking. is prohi_bited; o ke made auwspe +the o aﬁ’
(4) All electrical equipment is inspected for e ©
defects which may cause sparks. Ygen  Rak
(5) All oxygen tanks kept in the facility are g ‘ S A .
secured in a stand or to a wall; e P ol Yl
(6) The equipment used to administer oxygen b Cnaoing,
is in good working condition; ¥ e .
(7} A portable unit for the administration of andt | the el Real ey
oxygen in the event of a power outage is present m FGer Lotg .
in the facility at all times when a resident who ' - ;
requires oxygen is present in the facility; and @ w W‘I n t/_('f“ra{g,\, Qnd]
(8) The equipment used to administer oxygen ] 9 e - Thn- Ch
is removed from the facility when it is no longer WU 8 85 9
needed by the resident. Compricing e
e ,
O] [ I 2009
This RULE: is not met as evidenced by: \/% O o ..
Based on observation on 4/28/09, the facility Q. The FCLQ,L.,LH At v sHrecke
failed to secure oxygen tanks in a rack or to the - . . )
wall. Three oxygen tanks were observed m Lab b o wowven 1o
unsecured in the garage. Tu,(pu,m, C bed pictden Recicdo,g
Rescceal #g & Wil Hogme
Severity: 2  Scope: 3 M Can Cwa By w U / 0133
Y 830 | WAIVERS Y 830 M ‘ . M
$8=D e Co 7 iW .
1. The administrator of a residentiai facility may Ruudeal # @ v deq wef | w i,
submit to the Division a written request for o W@% %?L A And nevevbeen a_
2ed v .
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Y 830 | Continued From Page 2 Y 830 YQ 26
permission to admit or retain a resident who is B- U"LE,VI Een Reerctenl -
prohibited from being admitted to a residential Casedsesd 0 bo becdv
facility or remaining as a resident of the facility fhe e il » d ! eten
pursuant to NAC 449.271 to 449.2734 , La wul Lupmal| ol
inclusive. IZUUQM T Retain G ed ridden,
Reiclent o BHERCE wdn
Prope, Come Plan -
The Fawlly wWol YMow g
Flowr o VLS bos dorla
Propt, oottasmial af thed,
Mot Uy
M mn H“‘Mg S‘f&FF O
*ﬁ:*ms trator will moni Hes
This RULE: is not met as evidenced by: o Pl nce .
Based on interview and record review on o“. &
4/28109, the facility failed to request a bedridden ’ 9 / 2096,
waiver for 1 of 8 residents (Resident #8 ).
Severity: 2 Scope: 1 \‘J
Y 859 | 449.274(5) Periodic Physical examination of a Y 859 \)’ L6
gs=p | resident a. Res At F e # 5 Cad # y

NAC 449.274

5. Before admission and each year after
admission, or more frequently if there is a
significant change in the physical condition of a
resident, the facility shall obtain the results of a
general physical examination of the resident by
his physician. The resident must be cared for
pursuant to any instructions provided by the
resident’s physician.

e wnlh  Hospree Cane
undi, lnf—fm"l:y Hoc,pu'w. \
ifinily  Hospiee  Noti fred
aveu] the physical Examilation

ard. Schechutloag 1o be
e O G [8 |200¢ .
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B Wheaguorn Resichenl iz
Amitted T the Frehly
P oL IZUQ«u'r@M'»@
This RULE: is not met as evidenced by: Ak e theilek o _
Based on record review on 4/28/09 the facility Lo UL tf erras C‘NU/L Qﬂfﬁfﬂl he mpnl
failed to ensure 2 of 8 residents received an ) y .
annual physical (Resident #5,and #7). S‘:':L CWMM wm A radim, .
Fohdy A vmums brad gl
Severity: 2  Scope: 2 wuL W el L‘d_
Ottt G v rhy
Y 878 | 449.2742(6)(a)(1) Medication / Change order Y 878 To make Lune il Cutpual
ss<D feguigmenly O Updabig,
NAC 449.2742 the Admi ph ng Porond / Shag g
6. Except as otherwise provided in this A im s nis ok ) R
subsection, a medication prescribed by a e Frales, UL U g,
physician must be administered as prescribed by Fan C"WM .
the physician. If a physician orders a change in
the amount or times medication is to be e. b / @ / 200 G
administered to a resident:
(a) The caregiver responsible for assisting in the
administration of the medication shall:
{1) Comply with the order. \/ 719
Q- Keaicold #1 Pra (
Care W Mall
This RULE; is not met as evidenced by: abrud  the
Based on record review and interview on W .
4/28/09, the facility failed to ensure 1 of 8 C
residents received medications as prescribed e M“’% @’1@% b
(Resident #1). Documentation was not available Qegrenic AL, fhe Yneal Cold, ,',m
for physician notification of resident refusal of Crde. N iTeel, ol C . .
potassium chloride. Nelod and  Coroniost, -
Keed #i .
[ Lee M@ 5 :

If deficiencies are cited, an approved plan of correction is requisite to continued program part?cipation.
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Y 878 | Continued From Page 4 v878  (Y¥79 .
. . B . whencrir Keiclonl Wup
Severity; 2 Scope: 1 . -
YNeg ol @ﬁ»‘xpﬁ w-es
Y 885 | 449.2742(9) Medication / Destruction Y 885 & " M%, é"v M%w
SS=E R el e A iminie fraip
NAC 449.2742 An Quctes, . ,
9. If the medication of a resident is discontinued, . M"’"" 74“'2/
the expiration date of the medication of a Rhyer coan abrul e
resident has passed, or a resident who has been
discharged from the facility does not claim the ,&‘ﬁ""@d .
medication, an employee of a residential facility boare qurere W Docucmul o
shall destroy the medication, by an acceptable 9 . c,u_ .“@"
method of destruction, in the presence of a Qi Cﬂl—an—ﬁfq UL i 31;\..3
witness and note the destruction of the 'W ,g/ a ga
medication in the record maintained pursuant to The Conre q! <.
NAC 449.2744. Flushing contents of vials, ( Loy COthmerl # 2)
bottles or other containers into a toilet shall be
deemed to be an acceptable method of /0 -
destruction of medication. O 4 / 29 9

This RULE: is not met as evidenced by: Wl p g Ui hot, W L‘"b“
Based on observation and interview on 4/28/09, Y, - -t - 4
the facility failed to destroy medications after they Medocaleon,  Bealhucld

were discontinued, had expired or after a Mg{, % Hhe  Achma 'ru;{-
resident had been transferred. :

( Lee WW#B)

Severity: 2  Scope: 2 ; o
B. e fmk% uaﬁ# an

“ - Lt
Y 908 | 449 2746(2)(a)-(f) PRN Medication Record Y 908 Chmente Fofon ' wie Anefod
$S=D e W Cabinil fon
NAC 4492746 ;) Cordontedd bz 1,
2. A caregiver who administers M 0‘%; Reat ey &
medication to a resident as needed by G oL Eno
shall record the following information 4 ! Ll W
concerning the administration of the 2ot WWC@% ?’l A bt ens

If deficiencies are cited, an approved plan of comection is requisite to continued program participation.
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Y 908 | Continued From Page 5 Y 908 \/g/ 13
medication: he Tl Lul«j WL WF-U
(a) The reason for the administration. @ Cosre M L
(b) The date and time of the administration; A lﬁ Vg,

{c) The dose administered; M
(d) The results of the administration of the Y &,n.%

medication: @ ”% Ousa C&.@L%e&

{e) The initials of the caregiver; and The ?z.(,b e ,;? Azt r’mn fm, e

{f) Instructions for administering the medication . s 9

to the resident that reflect each current order or Wil Mol FO M Compeeq ney

prescription of the resident ' s physician.

€. 4 /30 fog ( 4 cohndr
# 3
Y909

This RULE: is not met as evidenced by: q.- The At minigiRatos  Ciie

Based on record review on 4/28/09, the facility o . . '
failed to ensure the medication record was ¢ 9! ver ass 9” el 1o

complete for 1 of 8 residents receiving as Mmanaqge Mecti Cation Wil
needed (PRN) medications {Resident #2) used $he PR Med ca 7’7<:;m
Llog To Recosct PRAN Meajc
Severity: 2 Scope: 1 Cnctey, ( Lo QLEQCL menl 4 D
Y 936 | 449.2749(1)(e) Resident file Y 936 b. m M i
§S=F
NAC 4492749 :?4 ) ﬂu&%&
1. A separate file must be maintained for each /75{ N
resident of a residential facility and retained for at WMWX&
least 5 years after he permanently leaves the QLde Gnedd.
facility. The file must be kept locked in a place 9 MI%' M
that is resistant to fire and is protected against W %
unauthorized use. The file must contain ail R 0
records, letters, assessments, medical ﬁ aﬁ' . . w A-ﬁ»\.,
information and any other information related to RE CAP S Lany Clone
the resident, including without limitation: Aclmmisirafor 15 mons or 750 ~
(e) Evidence of compliance with the provisions of Lom RALante
chapter 441A of NRS and the regulations )
adopted pursuant thereto. 0. 4 /gq / 2004

If deficiencies are cited, an approved plan of comection is requisite to continued program participation.
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This RULE: is not met as evidenced by:

Based on record review on 4/28/09, the facility
failed to ensure 1 of 8 residents complied with
NAC 441A.380 regarding tuberculosis (Resident
#7) which affected all residents.

Severity: 2 Scope: 3

q.MMﬁ?W% 1

dthe olateel & Lleped
PPO Teul . For the (ST
W QI wog  Reke cluld
on 53 g ond A

o Eroleed -

1

4

8. Whenener Rreictinl
Amdleds e The Rewt
T8 el Fhrean, WG
Wil be  felomulleet .

In @m,@a;amu, LN

NAE 441A . 380 Fael b

Pec wul, Jnclude e
T8 Teel Prupe o Mmrgg@u‘
Wwith oul T9 /’QJ, A AR 6
pencting Ln axgles,

Wil ke

C 5 | |00
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If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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